must, therefore, be analysed objectively, and not just by those of the faith. This applies particularly to regions such as Manchester, where in 1969 44 % of all psychiatric admissions were to general units and only 30% to mental hospitals. The Maudsley Hospital's own catchment area is monitored by the Camberwell Case Register. We continue to assess our own efforts with our peculiar mixture of self-congratulation and selfflagellation.
I want to make two more points briefly. First, I am worried that we may be approaching an 'Animal Farm' situation: in our efforts to be on a par with our medical and surgical colleagues, we may become a bit too like them. I have been alarmed by the 'medical-ness' of the general units: someone has said that the ECT rooms have taken the place of the Chapel. If we must be recognized by our colleagues, it must be because we have something very different to offer, otherwise we will be reduced to practising 'Millerian' psychiatry -'neurology without physical signs'. Secondly, I want to remind you that the change looks like being a very gradual one. It is going to take at least twenty years, if one extrapolates the figures from the Mental Health Enquiry for 1969. Bed occupancy has gone down in the past ten years by a rate ofrather less than 0.1 per 1000 per yearwe are now at around 2.5 per 1000. I feel that this is too long a time. I hope that the presence of long-stay mental hospitals will not prevent general psychiatric units from taking their responsibilities seriously and providing, amongst other things, the facilities that are going to be necessary for the chronically handicapped patient. 'It is intoxication that fills the gaols, the lunatic asylums and the workhouses with poor' (Mr Buxton, a brewer, 1855). These words written over 100 years ago show that even then the contribution alcoholism made to crime, mental illness and social problems such as poverty was clearly recognized. Medical opinion at that time and to a varying degree since has revealed a dichotomy between those who see the problem as essentially a moral one, and those who see the alcoholic as a sick person. It is perhaps only in the last thirty years that attempts have been made to understand scientifically the reasons why some people continue drinking despite obvious medical and social harm. Such people are called alcoholics. What actually constitutes an alcoholic, i.e. what is an adequate definition, has been and remains a considerable problem.
The WHO definition of 1952 defines alcoholism in terms of the disturbance (including social dis-turbance) excess drinking produces, and alcoholics as people who drink in excess of their cultural peers. It does include the concept of dependence in relation to alcohol. Dependence implies a state in which drinking has become a dominating necessity: it has gone beyond a 'take it or leave it' stage. Alcohol dependence belongs to the family of dependency disorders, both psychological and physical dependence (Isbell et al. 1955 , Mendelson 1964 ) on alcohol occurring.
Prevalence
Considerable interest has been aroused by prevalence studies of alcoholism. Hospital admission rates are an underestimate and most studies have been in the field. The usual procedure is to make an indirect assessment by asking 'key members' in the community (i.e. those people most likely to be involved with alcoholics) to record alcoholics with whom they come in contact. This has been done using GPs (Parr 1957), health visitors and probation officers (Prys Williams 1963) or a wide variety of social agencies (e.g. Moss & Davies 1967) . Direct random sampling studies have also been made (Bailey et al. 1965) . Finally, an empirical formula based on the frequency of liver cirrhosis (Jellinek 1951) can be used. In this country the formula gives a prevalence rate of 11/1000. Until recently (R Wilkins 1971, personal communication) none of the studies of the type described had recorded a rate as high as 11/1000. It is clear, however, that the more diligent the search the higher the rate and that, whatever is the exact prevalence, it exceeds the number of patients dependent on other drugs, such as heroin.
Etiological Theories
There is little direct evidence that a metabolic anomaly, either genetic or acquired, is the prime etiological factor in alcoholism. Any such anomaly seems to be secondary. There are, however, important sociological and psychological factors. Sociological studies have emphasized different prevalence rates in different cultures and ethnic groups (Bales 1946 , Snyder 1962 and have explained these in terms of the different social pressures towards drinking in different cultures. They give possible explanations for the high rate of alcoholism in Irish immigrants to the USA and the low rates for Jewish immigrants. Psychological theories see the potential alcoholic as different from his nonalcoholic peers, with alcoholism developing as a learnt pattern of drinking to satisfy an emotional need, e.g. to relieve anxiety and depression.
The most widely held theory, first described by Jellinek (1960) , is that early drinking behaviour is governed by psychological needs, and that later physical dependency develops with an abnormal drinking pattern (either 'loss of control' or 'inability to abstain'), increased tolerance and withdrawal symptoms on cessation (e.g. 'morning shakes', 'fits', delirium tremens).
Morbidity
Besides the well-known medical syndromes associated with alcoholism, considerable social and psychiatric problems arise. The former are numerically more common, and include marital disharmony, difficulties at work and clashes with the law. Psychiatric problems include the high risk of suicide, alcoholic fugue states, morbid jealousy, alcoholic hallucinosis, as well as the classic psychiatric syndromes, e.g. delirium tremens, Korsakoff's psychosis, Wernicke's encephalopathy, and alcoholic dementia. It is important to realize that alcoholism is a commonly missed diagnosis partly because of the incorrect stereotype of all alcoholics as being 'skid row' figures (Blane et al. 1963) .
Management
In this country management has largely centred on alcoholism treatment units and Alcoholics Anonymous. It involves correct and prompt recognition by all social agencies involved, and referral of the patient to a suitable treatment agency. Management is hampered by unjustified pessimism about the outcome of treatment; at least two-thirds of patients seem in fact to benefit. Published studies from recognized treatment units (Davies et al. 1956 , Glatt 1959 show that a third of patients rapidly become abstinent and remain so after discharge from hospital. The principal tool of the specialized treatment units is group psychotherapy, and the meetings of Alcoholics Anonymous (AA, a self-help organization run by alcoholics themselves) may be so considered. After-care is vital. Patients who remain sober are usually those who maintain extensive contact with some supportive group, sometimes indefinitely. In recent years community involvement has become increasingly important, both in the development of alcoholic after-care hostels and in the establishment of coordinated community treatment programmes, as in Liverpool under the control of the Merseyside Council of Alcoholism.
Conclusion
Where does alcoholism stand in 1971 ? Although less overt and less related to destitution than in Mr Buxton's day, it remains a major problem. Recognition is still inadequate, the relative success of treatment is not sufficiently known, and although facilities are improving they are clearly not yet adequate. The problem of social stigma remains. In the last twenty-five years management has been centred on the hospital and AA. It appears likely that the emphasis will in future move from the hospital into the community, i.e. to where the problem begins.
